Sir, Atrial Fibrillation (AF) is the commonest cause of hospital admissions due to a cardiac arrhythmia. The UK had 43000 admissions with more than 350 000 bed-days used during [2001] [2002] . 1 Its prevalence is likely to increase in an ageing population.
Many of the trials of intervention in AF are based on tertiary centre population. Few contemporary data address emergency AF admissions to UK District General Hospitals (DGHs). The Royal Surrey County Hospital is a typical DGH (180 medical beds, A&E, MAU). A registry was implemented to measure AF-related admissions and elucidate clinical practices in their management.
The registry was maintained for all emergency admissions with AF, August 2001 to September 2002. AF was typed by the standard 3P classification as 'paroxysmal', 'persistent' or 'permanent' by a cardiologist. 2 We recorded 173 consecutive cases (mean age 71.6 years, male 67%; national average, 69 years and male 66%). In most (58%), AF onset was definitely 448 h, and was indeterminate in 16%, only 26% presenting within 48 h. Outcomes are illustrated in Table 1 . Approximately 7% spontaneously converted to sinus rhythm within 12 h of admission and 12% had immediate chemical or Direct Current Cardioversion (DCCV). The majority were initiated on rate control medication pending a decision regarding DCCV.
Some 46% had AF as a primary cause for their admission; other causes included cardiac events (25%), respiratory illness (8%), stroke (7%), sepsis (2%) and miscellaneous associations (12%). The different types of AF did not exhibit significant seasonal variation.
Long-term anticoagulation therapy had previously been established in 24%; a further 34% were started on warfarin during the hospital admission, with aspirin alone used in 37%. No significant age differences were noted between the aspirin and warfarin groups. Combinations were used in 6% and neither in 11%.
Most patients (85%) with persistent AF need to be assessed for rhythm control but 11% could have immediate conversion to sinus rhythm. A small number (about 5%) however, will spontaneously convert. About half of those with paroxysmal AF will simply need adjustment of their antidysrhythmic therapy. Approximately 20% spontaneously convert and 30% go onto chemical or electrical cardioversion. Permanent AF can be promptly identified in 28% of all admissions. This number theoretically should increase after the addition of cases of persistent AF who later fail assessment for rhythm control.
Only 26% of admissions presented within 48 h of onset. This is important, as such patients can be 
Transient global amnesia secondary to herpes simplex viral encephalitis
Sir, A 39-year-old company director had been under recent financial stress. On the day of hospital admission, he had been at his desk for an hour without complaint. Colleagues witnessed him suddenly becoming distressed, and, although he was not directly spoken to, he left the office and drove three miles home. On arrival, his wife reported that he was agitated, could not explain why he had returned home, and repeatedly asked what day it was; these symptoms lasted around 4 h. No focal weakness was witnessed; the ability to drive suggests praxis was normal, and the content and fluidity of his speech indicates the absence of aphasia.
His agitation had settled by the time he was reviewed by the neurology team 8 h after the onset. He had dense amnesia for events extending from the time he was at work to being in hospital. He was afebrile. and there were no focal neurological signs. Mini-Mental State Examination scored 26/30, revealing errors in recalling the day, ward and short-term recall of 1 of 3 objects.
On admission, serum blood analysis was unremarkable and a contrast-enhanced CT of the brain was normal. Lumbar puncture demonstrated an opening pressure of 20 cm of water, and CSF analysis revealed 6 WBC (lymphocytes), 480 RBC, 211 mg/l protein and 3.9 mmol/l glucose (serum 5.4 mmol/l). In view of the modestly elevated CSF lymphocyte count, intravenous aciclovir was instigated on day one.
An electroencephalogram performed on the second hospital day showed occasionally sharp waves in the right temporal leads. A MRI of the brain on the seventh hospital day revealed no abnormalities. PCR for HSV type 1 was positive on the day 1 CSF. A repeat CSF sample on day 11 was again positive for HSV PCR ( Table 1) .
The MMSE on day 2 had improved to 29/30 (regarded as normal). The patient returned to work after 4 weeks; formal neuropsychology 2 months after presentation revealed no deficits. No illnesses relating to an immunocompromised status have developed in the 2 years following the illness.
Our patient fits diagnostic criteria for transient global amnesia. 1 He developed abrupt onset of amnesia without disturbance of consciousness, 
